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OBJECTIVES

• Recognize the role of AHA PREVENT in initializing the CPR (Calculate, Personalize, Reclassify/Refine) 
framework.

• Understand the utility of lifetime risk estimation in risk optimization in younger individuals.

• Identify indications for and limitations of coronary artery calcium scoring.

• Recognize the roles of complementary biomarkers (lipoprotein(a), apolipoprotein B).

• Identify the breadth of lipid-lowering agents aimed at optimizing LDL cholesterol. 
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CASE #1
A 36 yo man of South Asian ancestry presents for 
routine health maintenance. He has no personal 
history of cardiovascular disease, diabetes, or 
hypertension. He does not smoke. His father had a 
myocardial infarction at 58 yo.

BMI  24.1 kg/m2

Blood pressure 128/78 mmHg
Total cholesterol 258 mg/dl
LDL-C  172 mg/dl
HDL-C  47 mg/dl
Triglycerides 195 mg/dl
eGFR  96 mL/min/1.73m2

He is not on any medications. He asks about his 
cardiovascular risk and whether he needs a statin.

When applying the AHA PREVENT equation to guide 
statin decision-making in this patient, which of the 
following statements is most accurate?

A. The patient cannot be risk-stratified because 
PREVENT does not include patients < 40y of age.

B. His 10-year ASCVD risk by PREVENT is >10%, 
indicating that high-intensity statin is warranted.

C. PREVENT estimates his 10-year ASCVD risk as low 
(<3%), but his LDL-C of 172 mg/dl places him in a 
range where a statin is reasonable.

D. PREVENT estimates his 10-year ASCVD risk as low 
(<3%), so guidelines recommend against a statin.

E. PREVENT incorporates South Asian ancestry in its 
risk estimation.
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CASE #1 - ANSWER
A 36 yo man of South Asian ancestry presents for 
routine health maintenance. He has no personal 
history of cardiovascular disease, diabetes, or 
hypertension. He does not smoke. His father had a 
myocardial infarction at 58 yo.

BMI  24.1 kg/m2

Blood pressure 128/78 mmHg
Total cholesterol 258 mg/dl
LDL-C  172 mg/dl
HDL-C  47 mg/dl
Triglycerides 195 mg/dl
eGFR  88 mL/min/1.73m2

He is not on any medications. He asks about his 
cardiovascular risk and whether he needs a statin.

When applying the AHA PREVENT equation to guide 
statin decision-making in this patient, which of the 
following statements is most accurate?

A. The patient cannot be risk-stratified because 
PREVENT does not include patients < 40y of age.

B. His 10-year ASCVD risk by PREVENT is >10%, 
indicating that high-intensity statin is warranted.

C. PREVENT estimates his 10-year ASCVD risk as low 
(<3%), but his LDL-C of 172 mg/dl places him in a 
range where a statin is reasonable.

D. PREVENT estimates his 10-year ASCVD risk as low 
(<3%), so guidelines recommend against a statin.

E. PREVENT incorporates South Asian ancestry in its 
risk estimation.
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AHA PREVENT CALCULATOR: 
IMPROVED CALIBRATION

Khan SS et al Circulation 2024
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CONSIDER STATINS EARLIER TO ADDRESS HIGH 
LIFETIME RISK

Blumenthal R et al Circulation 2026
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CUMULATIVE LDL-C AND INCIDENT ASCVD RISK

Domanski MJ et al JACC 2020
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CASE #2

A 44 yo woman presents for a new patient 
preventive care visit. She has no personal history 
history of cardiovascular disease, diabetes, or 
hypertension. She does not smoke and has no family 
history of premature ASCVD. She takes no 
medications.
Her first pregnancy at 28 yo was complicated by 
gestational diabetes, managed with diet alone, and 
resulted in a term delivery. Her second pregnancy at 
age 31 yo was complicated by preeclampsia without 
severe features, delivering at 39 weeks. Her third 
pregnancy at age 35 yo was uncomplicated. She has 
had regular menstrual cycles and has not yet 
entered menopause.

BMI  25.8 kg/m2

Blood pressure 122/74 mmHg
Total cholesterol 222 mg/dl
LDL-C  144 mg/dl
HDL-C  58 mg/dl
Triglycerides 102 mg/dl
HbA1c  5.4%
Lp(a)  38 nmol/L
eGFR  92 mL/min/1.73m2

Her 10-year PREVENT-ASCVD is calculated at 0.8%. 
Which of the following best describes the role of her 
obstetric history in ASCVD risk assessment and statin 
decision-making?
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CASE #2

A. Both gestational diabetes and preeclampsia are recognized risk-enhancing factors, together supporting 
statin therapy initiation after clinician-patient discussion.

B. Gestational diabetes is a recognized risk-enhancing factor, but preeclampsia without severe features is 
not a risk-enhancing factor.

C. While both gestational diabetes and preeclampsia are recognized risk-enhancing factors, with a low 10-
year ASCVD risk by PREVENT, guidelines support lifestyle counseling and reassessment rather than statin 
initiation.

D. Reproductive risk markers such as gestational diabetes and preeclampsia reflect pregnancy-specific 
pathophysiology that resolve postpartum and not impact future cardiovascular risk.

E. Because her current HbA1c is normal, her history of gestational diabetes is not relevant to her 
cardiovascular risk assessment.
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CASE #2 - ANSWER

A. Both gestational diabetes and preeclampsia are recognized risk-enhancing factors, together supporting 
statin therapy initiation after clinician-patient discussion.

B. Gestational diabetes is a recognized risk-enhancing factor, but preeclampsia without severe features is 
not a risk-enhancing factor.

C. While both gestational diabetes and preeclampsia are recognized risk-enhancing factors, with a low 
10-year ASCVD risk by PREVENT, guidelines support lifestyle counseling and reassessment rather than 
statin initiation.

D. Reproductive risk markers such as gestational diabetes and preeclampsia reflect pregnancy-specific 
pathophysiology that resolve postpartum and not impact future cardiovascular risk.

E. Because her current HbA1c is normal, her history of gestational diabetes is not relevant to her 
cardiovascular risk assessment.
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RISK ENHANCERS

Blumenthal R et al Circulation 2026
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INDEPENDENT RISKS LINKED TO HYPERTENSION AND 
DIABETES DURING PREGNANCY

Echuoffo Techeugui JB et al JAMA Netw Open 2022
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INCORPORATE REPRODUCTIVE RISK MARKERS

Blumenthal R et al Circulation 2026
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LIPOPROTEIN(a) MEASUREMENT

Blumenthal R et al Circulation 2026
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LIPOPROTEIN(a): ORTHOGONAL RISK AXIS

Hedegaard BS et al JACC 2022
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GENERALLY, DO NOT NEED TO REPEAT 
LIPOPROTEIN(a) MEASUREMENT

Trinder M et al JACC 2022
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CASE #3

A 54 yo man presents for a follow-up visit. He has 
no personal history of cardiovascular disease, 
diabetes, or smoking. He has hypertension and is 
prescribed lisinopril 10mg daily. His father had a 
myocardial infarction at age 65 years.
Eight weeks ago, his 10-year PREVENT-ASCVD risk 
was calculated at 5.8%. After discussing potential 
benefits and uncertainties of statin therapy, he 
remain decided. CAC scoring was obtained to 
resolve the therapeutic uncertainty. His CAC score 
was 95 AU, at the 81st percentile for age, sex, 
race/ethnicity.

BMI  29.8 kg/m2

Blood pressure 136/78 mmHg
Total cholesterol 235 mg/dl
LDL-C  155 mg/dl
HDL-C  40 mg/dl
Triglycerides 201 mg/dl
HbA1c  5.8%
Lp(a)  27 nmol/L
eGFR  88 mL/min/1.73m2

What is the most appropriate lipid-lowering 
strategy?
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CASE #3

A. Start moderate-intensity statin, with goal 30-49% LDL-C-lowering and LDL-C <100 mg/dl.

B. Start a high-intensity statin, with goal >50% LDL-C-lowering and LDL-C <70 mg/dl.

C. Defer statin therapy since CAC score is <100 AU.

D. Obtain a repeat CAC in 3-5 years since progression data is needed to determine the appropriate statin 
intensity.

E. Start evolocumab 140mg sc q2w, with goal >50% LDL-C-lowering and LDL-C <55 mg/dl.
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CASE #3 - ANSWER

A. Start moderate-intensity statin, with goal 30-49% LDL-C-lowering and LDL-C <100 mg/dl.

B. Start a high-intensity statin, with goal >50% LDL-C-lowering and LDL-C <70 mg/dl.

C. Defer statin therapy since CAC score is <100 AU.

D. Obtain a repeat CAC in 3-5 years since progression data is needed to determine the appropriate statin 
intensity.

E. Start evolocumab 140mg sc q2w, with goal >50% LDL-C-lowering and LDL-C <55 mg/dl.



23

10-YEAR ASCVD RISK BY CAC IN MESA

Budoff MJ et al Eur Heart J 2018
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CAC 300 ~ SECONDARY PREVENTION

Budoff MJ et al JACC CV Img 2023
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PRESENCE OF CAC PREDICTS STATIN ADHERENCE

Gupta A et al JACC CV Img 2017
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SCOT-HEART, DANCANVAS

Newby DE et al NEJM 2018; Lindholt JS et al NEJM 2022 

SCOT-HEART

Stable chest pain: CCTA + standard of care vs standard of 
care alone

DANCANVAS
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65-74yo Asymptomatic men: screening (CAC, ABI, lipids, 
HbA1c) vs control
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ELEVATED ROLE FOR CAC

• Resolve treatment uncertainty for intermediate 
and select borderline risk (IIa -> I)

• Use presence of incidental CAC on non-gated CTs 
for influence LLT decisions (new, I)

Blumenthal R et al Circulation 2026

Cardiac CT Non-Cardiac CT LDL-C Target

>1000 < 55 mg/dl (I)

300-999 < 70 mg/dl (I), <55 
mg/dl (IIa)

100-299, or >75th 
percentile

Moderate-to-
severe

< 70 mg/dl (I)

1-99 and <75th 
percentile

Mild < 100 mg/dl (IIa)
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CASE #4

A 67 year-old man with a history of anterior ST 
elevation myocardial infarction 2 years ago, 
treated with primary PCI and drug-eluting stent 
placement, presents for follow-up. He has type 2 
diabetes on metformin and empagliflozin, and 
hypertension on amlodipine. He does not smoke. 
He also has a history of gout and prostate cancer 
in remission.
He has been on rosuvastatin 40mg daily since his 
event, and evolocumab 140mg sc every 2 weeks 
was added 6 months ago because of suboptimal 
LDL-C. Today’s labs are his first follow-up since 
starting evolocumab.

BMI  31.2 kg/m2

Blood pressure 122/74 mmHg
Total cholesterol 134 mg/dl
LDL-C  48 mg/dl
HDL-C  38 mg/dl
Triglycerides 241 mg/dl
HbA1c  7.1%
Lp(a)  54 nmol/L

What is the most appropriate lipid-lowering 
strategy?
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CASE #4

A. Check apolipoprotein B.

B. Add fenofibrate.

C. Add ezetimibe.

D. Add bempedoic acid.

E. Switch evolocumab to inclisiran.
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CASE #4 - ANSWER

A. Check apolipoprotein B.

B. Add fenofibrate.

C. Add ezetimibe.

D. Add bempedoic acid.

E. Switch evolocumab to inclisiran.
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VERY HIGH RISK ASCVD

Blumenthal R et al Circulation 2026

Criteria LDL-C Target

Not Very High Risk < 70 mg/dl (I), < 55 
mg/dl (IIa)

Very High Risk < 55 mg/dl (I)
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Ez-PAVE: LOWER IS BETTER

Lee Y-J et al NEJM 2026
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APOB IN NHANES

Sayed A et al JAMA Cardio 2024
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APOB MEASUREMENT

Blumenthal R et al Circulation 2026

LDL-C Target Non-HDL-C Target ApoB Target

< 100 mg/dl < 130 mg/dl < 90 mg/dl

< 70 mg/dl < 100 mg/dl < 70 mg/dl

< 55 mg/dl < 85 mg/dl < 55 mg/dl
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SUMMARY

• Calculate: Use AHA PREVENT for 10-year and, for selected patients, 30-year ASCVD risk estimation.
• Personalize: For borderline risk (3-5%), consider utilizing risk enhancers to better adjudicate likelihood 

of statin benefit.
• Refine/Reclassify: For intermediate risk (5-10%) when a statin decision remains uncertain, use CAC 

scoring to resolve. Also, if CAC information incidentally available from non-ECG gated CTs, consider 
this information.

• LDL-C targets: primary prevention <100 mg/dl, high risk primary prevention <70 mg/dl, secondary 
prevention <70 mg/dl, very high risk secondary prevention <55 mg/dl
• If CAC available, titrate LDL-C target accordingly: 1-99 and <75th percentile <100 mg/dl, 100-299 

or >75th percentile <70 mg/dl, 300-999 <70 mg/dl or <55 mg/dl, >1000 <55 mg/dl

• Consider verifying suitable lowering of atherogenic lipoproteins with apoB
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